
deduced from this. Does the relative contribution
of specific and non-specific factors to a treatment
affect how we judge its clinical benefits? Perhaps it
would be worth comparing the results obtained by
the homoeopath in the trial with those obtained by
a conventional general practitioner. This would
help us to evaluate the comparative effectiveness of
homoeopathy in practice.
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Power ofstudy was not estimated
ED1TOR,-E SM de Lange de Klerk and colleagues
conclude that homoeopathy has little to add to
the treatment of recurrent upper respiratory
infections.' There is a flaw in this conclusion. The
authors do not mention the possibility of a type 2
error, which occurs when the null hypothesis
is incorrectly accepted when the alternative hypo-
thesis is true. Why was there no estimation of the
power of the study? The authors state that "the
small difference in symptom score found in favour
of the homoeopathic medicines was not signifi-
cant." This may have been because the numbers of
patients were not sufficient for a true difference
between the two groups to be detected. I also
question whether the provision of advice on
nutrition is part of conventional treatment of
recurrent upper respiratory infections. Dietary
manipulation alone may be a powerful tool in
the management of recurrent upper respiratory
infections.
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Authors' reply
EDITOR,-The level of significance that we chose
was, admittedly, an arbitrary cut off point. The
difference in daily symptom score lingered around
the 0 05 significance level. The estimate of the
difference, however, was in our opinion-and to
our disappointment-not clinically relevant. Even
the clinical relevance of the upper limit of the 95%
confidence interval of the difference in mean
symptom scores over a year (0 83) must be ques-
tioned.
The power calculation for the trial was based

on the outcome measure "change in wellbeing
score."' After completion of the trial the confi-
dence interval is what matters. The recorded
difference in the change in wellbeing score was
much smaller than expected.
Because the greater use of antibiotics in the

placebo group might have reduced the difference
in the symptom scores we did a combined analysis
of the symptom score, use of antibiotics, and other
interventions. This also gave only small differences
between the two groups. The difference between
the groups in the reduction in the use of antibiotics
compared with the year before participation in the
study did not approach significance (P-038), and
therefore its possible clinical relevance was not an
issue for discussion in our paper.
The daily symptom scores were averaged over a

year because the children suffered from symptoms
half of the time and close monitoring gives more
reliable data. Time trends were studied by compar-

ing differences over the last nine months as well as
differences over the four quarters of the year
separately. No time trend could be found. Adjust-
ment for small differences in prognostic variables
at the baseline reduced the difference in the mean
daily symptom scores between the groups. As well
as analysing mean daily symptom score, we
analysed episodes of respiratory tract infection.
The placebo group suffered an average of 8-4
episodes covering 47 days, with a mean daily
symptom score of 14- 1, while the treatment group
suffered an average of 7 9 episodes covering
41 days, with a mean daily symptom score of 13-6
(P=0-5).'
The parents of most of the children stated that

their child's health had improved. This may have
been due to growth and development as well as the
whole treatment package. Our study, however,
concerned the specific effects of individually
chosen medicines. The homoeopathic doctor who
prescribed these medicines studied at the Faculty
of Homoeopathy (a long course), passed the
examination for membership of the faculty with
honours, and had had 10 years' experience in
homoeopathic practice. Dietary advice was given
to create optimal conditions for a positive effect of
homoeopathic medicine.2

E SMDELANGE DE KLERK
First investigator
J BLOMMERS

Research physician
DJ KUIK

Biostatistician
P D BEZEMER

Head ofdepartment
Vakgroep Epidemiologie en Biostatistiek,
Faculteit der Geneeskunde,
Vrije Universiteit,
1081 BT Amsterdam,
Netherlands

LFEENSTRA
Professor ofotolaryngology

UZ Sint Rafael,
Dienst ORL,
3000 Leuven,
Belgium

1 De Lange de Klerk ESM. Effects of homoeopathic medicines on
children with recurrent upper respiratory tract infections.
Amsterdam, Vrije Universiteit, 1993. (PhD thesis.)

2 Hahnemann S. Organon of Medicine. 6th ed. Philadelphia:
Boericke and Tafel, 1921, and 1977.

The health ofleaders
Should they have occupational health
screening?
EDrrOR,-Psychiatrists and psychologists are not
always natural allies, yet I believe that Ian Robert-
son was correct to draw attention to Churchill's
habitual alcohol consumption.' He is not the first
to have done so. L'Etang wrote extensively on the
physical and mental incapacities of many great
figures in history and commented in particular on
Churchill's alcohol intake, quoting from respected
sources.2 Like all truly great people, however,
Churchill rose above his personal weaknesses when
it really mattered. Yes, he made mistakes, as at
Gallipoli, but in all crucial decisions Churchill's
judgment, with or without alcohol, was right. He
insisted that we keep our fighter squadrons in
reserve to face the Germans after the fall of France
became inevitable. He worked tirelessly to bring
the United States into the war on our side, so
ensuring eventual allied victory. The fact that he
probably drank - 80 units of alcohol a week should
not be taken out of context.
The debate on Churchill's achievements has

tended to obscure the real question that Robertson
asked-namely, should leaders undergo occu-
pational health screening like the rest of us? I
believe that this could have unforeseen conse-
quences, possibly to the detriment of human
destiny. As Shakespeare said, "Some men are born
great, some achieve greatness, and some have

greatness thrust upon them." The vast majority of
people live out their lives in mediocrity. A nation
does not have an inexhaustible supply of highly
talented individuals in any particular field. A
policy to screen out from this pool of talent any
person with worrisome health problems could lose
as much as it gains. Nelson's victory at Trafalgar
secured control of the sea for Britain for the rest of
the century. How many modem sea commanders
are without one arm and one eye? In today's navy I
doubt whether Nelson would have been allowed to
command an office in a run down naval dockyard
earmarked for closure. What, I wonder, would a
modem occupational health assessment have made
of the deafBeethoven?
As any historian knows, great events can turn on

the smallest quirk of fate. Great discoveries are
made by only a few. Human destiny relies on these
people being in the right place at the right time. We
should be careful that in our eagemess to prevent
mishap we do not also discard good fortune and
success, which can come from unlikely sources.
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Churchill's biographers disagree over
alcohol consumption
EDrroR,-Ian Robertson offers his "sincere
apologies" for his "gross error" in describing
Churchill as often being dead drunk but then
seems to be trying to buttress his "pseudo
memory" by selective quotations from biographers
known to be unsympathetic to their subject.'
He might also have quoted Gilbert: 'Winston's
whisky was very much a whisky and soda. It was
really a mouthwash. He used to get frightfully
cross if it was too strong;" "He was remarkably
moderate. He certainly drank the weakest whisky-
and-sodas that I have ever known.... In truth in
his normal drink the whisky only faintly tinged the
soda."2 These observations from close associates
do not suggest that Churchill was addicted to
alcohol.

In my view this further article is more illumin-
ating of Robertson's bias and lack of scholarship
than of Churchill's problem drinking (if any).
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Use ofpersonal records for
research purposes
Identification numbers help mantain
confidentiality
EDITOR,-We agree with Nicholas Wald and
colleagues that access to medical records is needed
for research purposes,' but computerised record
linkage does not necessarily entail the identifi-
cation of people by name. The allocation of a
unique identification number to each resident,
as is currently the case in jurisdictions such as
Saskatchewan,2 provides a robust method for
linking relevant records about a person from
different databases while minimising problems of
confidentiality.34
Developments in computer applications over

the past 30 years have emphasised their value in
medicine,5 and the recent trends towards managed
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